Acute Care Visit

(Three page pathway)

A CCS

CORRECT CARE
BOLUTIONS

Patient Name Inmate Number Date of Birth

Today'’s Date

ALLERGIES:

Problem:

SUBJECTIVE: (Any problems since last visit — include pertinent negatives)

Current Medications Dose Frequency Adherence Side-effects/Complaints

Can patient list all medications? Yes ___ No_ COMMENTS:
Risk Factor Assessment

Is patient following diet? Yes ____ No_

Is patient smoking? Yes _ No_

Is patient obese? Yes __ No_

Other:
OBJECTIVE:
Data Review (i.e. fingerstick flowsheet, B/P record, CXR)

Source Comments
Exam: Temp: P R: B/P
Wt: Peak Flow:__ Pulse Oximetry: __
GENERAL APPEARANCE: _ Healthy ___ Chronically Il ___ Non-Ambulatory Other:
HEENT: Fundus: ___ Not done __ Normal __Abnormal, Describe:
Oral: __ Notdone _ Nommal ____ Abnormal, Describe:
Gingival hyperplasia __ Oral thrush ___ Poor dentition

Neck: _ Not done _ Normal ___ Abnommal, Describe:

Lymph nodes

Chest: _ Notdone _ Normal ___ Abnormal, Describe:

© 2009 Correct Care Solutions, LLC
3-page form
* D 27 6 B8DFPS55667 P *




Acute Care Visit

(Three page pathway)

A CCS

CORRECT CARE
] 8O LUTIONGE
Patient Name Inmate Number Date of Birth Today's Date
Heart: _ Not done __ Normal Abnormal, Describe:
Pulmonary: __ Not done Normal ___ Abnormal, Describe
__ Wheeze Rales __ Other
Abdomen: __ Not done __ Normal ___ Abnormal, Describe:
___ Hepatic enlargement
Extremities: ___ Not done Normal ____ Abnormal, Describe:
Edematous

VASCULATURE/PULSES:
Pedal: ___ Notdone Normal __ Abnormal, Describe: ___Diminished
Carotid: __ Not done Normal ____ Abnormal, Describe: ___ Bruit
Skin: __ Not done Normal ____ Abnormal, Describe:
Diabetics: Insulin injection sites __ Normal __ Abnormal, Describe:
Feet ___  Abnormal, Describe:
Neuro: __ Notdone _  Normal __ Abnormal, Describe:

___ Ataxis ____ Tremors Neuropathy
ASSESSMENT:

Condition Improved Stable Inactive | Uncontrolled Worsening Comments

PLAN:
Medication: Continue current medications ___ Change medications to:

Reason for medication change:
Labs (include indication):

If on warfarin (coumadin), order PT:
Other tests (i.e. EKG, CXR), indication:
Special Nursing Care:
Immunizations:
Activities: ____ No restrictions Other:
Diet: ___  Renewed _ Regular ___ Cancelled ___  Changed
Treatment Plan reviewed Yes No

® 2008 Comect Care Solutions, LLC
3-page form
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Acute Care Visit

A CCS

(Three page pathway)
CORRECT CARE
s BOLUTIONSG
Patient Name Inmate Number Date of Birth Today's Date
Education during this visit: ___  Exercise ___  Diet ___ Weight __ Smoking __ Self-care ___ Medication adherence
Proper use of inhalers Other:
Emphasis on:
Discussionof: ___ Disease process
___ Advance directives
Other
Disposition: __ Return to clinicin
COMMENTS:
Signature: Title:
Time: ___am ___ pm

® 2009 Correct Care Solutions, LLC
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Annual Chronic Care Visit

PractitiI:;\:;' g;de’ Set A CCS

CORRECT CARE
§O0LUTIONSGE

Patient Name Inmate Number Booking Number Date of Birth Today's Date

TO BE USED BY THE HCP AT THE 4th HCP FOLLOW-UP EXAM (TYPICALLY DONE 3 MONTHS AFTER F/U VISIT #3) AND ANNUALLY
THEREAFTER.

IF PATIENT HAS BEEN RELEASED AND REARRESTED SINCE LAST VISIT, PLEASE USE ORDER SET FOR INITIAL CHRONIC CARE VISIT.
THE NUMERICAL SEQUENCE OF FORMS SHOULD BE MAINTAINED REGARDLESS OF MISSED VISITS.

Physician: Allergies:

Date & Time of Initiation: Another brand of drug identical in form may be dispensed

unless checked: O

PLEASE CLEARLY INDICATE THE ORDER SET(S) TO BE USED AND ADJUST ORDER SETS AS
NECESSARY TO AVOID DUPLICATIVE ORDERS.

1 ASTHMA / COPD
Peak flow
Offer Influenza vaccine 0.5cc IM (if exam occurs during flu season and patient has not already been
vaccinated)
Offer Pneumococcal vaccine 0.5cc IM/SubQ (if 5 years or more since previous dose)
Theophylline level (if appropriate)
[ DIABETES
Draw a hemoglobin A1C and Diagnostic Panel |
Obtain Dip-stick Urinalysis and Dip-stick urine assay for microalbumin (unless Dip-Stick Urinalysis is grossly
(+) for protein)
Renew cal Diabetic Diet with QHS snack / without QHS shack x 90 days
Continue finger-stick blood glucose checks alternating BID / QDay / Twice Weekly / Qweek
Offer Influenza vaccine 0.5¢cc IM (if exam occurs during flu season and patient has not already been
vaccinated)
Refer to optometry/ophthalmology for dilated fundoscopic exam
Offer Pneumococcal vaccine 0.5cc IM/SubQ (if 5 years or more since previous dose)
Weigh patient and document
] HTN/CAD
Obtain Diagnostic Panel lll, Dip-stick Urinalysis, and EKG
Continue blood pressure checks QDay / Twice Weekly / Qweek / Biweekly / QMonth X Days
Weigh patient and document
Renew Cardiac Diet x 90 days
] HIV
Obtain CD4, Viral Load, and Diagnostic Panel Ili
Obtain a CXR
Perform Pap Smear on all female patients 21-64 years of age
Offer Pneumococcal vaccine 0.5cc IM/SubQ (if 5 years or more since previous dose)
Offer Influenza vaccine 0.5cc IM (if exam occurs during flu season and patient has not already been
vaccinated)
Weigh patient and document
] HYPERLIPIDEMIA

Obtain Diagnostic Panel |

CCS-0805

* D27 6 9DP52258PN-1TN*
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Annual Chronic Care Visit

Practitioner Order Set
Page 2 of 2 A CCS
CORRECT CARE

]

Patient Name Inmate Number Booking Number Date of Birth Today's Date

Renew Cardiac Diet x 90 days

Weigh patient and document

[] | SEIZURES

Renew the following restrictions: bottom bunk, lower level, no working with power tools, no working at heights,
no driving X 90 days

Obtain the following:
¢ Diagnostic Panel Il and PT/PTT (if taking valproic acid)
e EKG (if taking Dilantin or Tegretol)

Drug Level if appropriate (specify drug):

3 OTHER ORDERS (INCLUDING MEDICATIONS)

Follow-up 30 days / 60 days / 90 days

Follow-up 6 months / 12 months (to be used with stable hyperlipidemia only)

* D 27 6 9 DP52258PN-1TN=*
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CHRONIC CARE

Asthma/Pulmonary Initial Visit

ACCS

CORRECT CAn?Ee

, §OLUTIO
Patient Name Inmate Number Booking Number Date of Birth Today’s Date |
SUBJECTIVE: Review chart for other medical problems ALLERGIES:
Current problems:
Onset of Disease: Smoking History:
Date of last exacerbation: Frequency of exacerbation: per
Aggravating Factors (circle all that apply):
Seasonal Changes Pollen Dust Smog Cigarette Smoke Exercise
Other
Prior asthma hospitalization? Yes No Date:
Endotracheal intubation required ? Yes No If yes, approx date:
Chronic cough? Yes No Typical peak flow:
Medications:  Name/ Dosage/ Frequency
Steroids used to treat? Yes No Unknown Name/ dosage / when:
OBJECTIVE: Vital signs: P R BP wit Peak Flow (asthma) O,Sat (COPD) __
Lab Results:
Diagnostic Results:
DIRECTED PHYSICAL EXAM WNL | ABN DIRECTED PHYSICAL EXAM WNL | ABN

SKIN LUNGS
HEENT EXTREMITIES
HEART OTHER:
Physical Exam Abnormalities:
ASSESSMENT:
1. ASTHMA (Circle):Mild intermittent Mild Persistent Moderate Persistent Severe Persistent

Degree of control (circle): Good Fair Poor
2. COPD Degree of control (circle): Good  Fair Poor

Additional Diagnoses:

Medication changes:

INTERVENTIONS AND PLAN uUse Treatment Plan Form CCS-CC10 for initial treatment plan

Comments and Immediate Needs:

Education: O nutrition Oweight management Odiet O disease process smoking cessationCexercise Clsymptom management

Follow-up appointment in:

Provider Signature:

Date

© 2007 Correct Care Solutions, LLC
CCS-CCOt1 rev. 09.19.2011
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Chronic Care
Other — Initial Visit

ACCS

CORRECT CARE
SOLUTIONSGS

L

Patient Name Inmate Number Booking Number Date of Birth Today's Date
Chronic Care Condition:
SUBJECTIVE: Review chart for other medical problems ALLERGIES:
Current Problems:
Onset of Disease: Smoking History:
Current Medication:
OBJECTIVE: Vital signs: P BP Wit
Lab Results:
Diagnostic Results:
DIRECTED PHYSICAL EXAM WNL | ABN DIRECTED PHYSICAL EXAM WNL | ABN
SKIN ABDOMEN
HEENT EXTREMITIES
HEART NEURO
LUNGS OTHER:
Physical Exam Abnormalities:
ASSESSMENT:
1.
Degree of control (circle): Good Fair Poor

Additional Diagnoses

COMMENTS:

INTERVENTIONS AND PLAN Use Treatment Plan Form CCS-CC10 for initial treatment plan

Medication changes:

Diagnostics:

Monitoring;

Education: O nutrition Cweight management Odiet O disease processD] smoking cessationOexercise Osymptom management

Comments and Immediate Needs:

Follow-up appointment in:

Provider Signature:

Date:

© 2007 COIETT CETE SOINONE, Lre,
CCS-CCO06  revised 04/19/2011
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CHRONIC CARE
Referral Form Ccs

. HLH ECT T C A R E
Patient Name Inmate Number Booking Number Date of Birth Today's Date

[ Asthma (1 Hypertension

[J copD/Pulmonary [ HIvV

[ cardiac [J Mental Health

O Sseizures J Pregnancy

[ Diabetes CdHep C.

[ Non-Insulin Dependent Diabetes

[ Other

Medications Verification

O Called 1t Attempt Date / Time: /DO Faxed O Called 2" Attempt Date / Time: /__ DOFaxed

Dispensing Agency Name and Phone Number

OPharmacy [ODoctor's Office OFamily [ Other(please specify)
Name:
Phone Number;

Medications

Medication(s) Name and Dose: Last Date Filled: Date Last Taken:(check only if applicable)
ClverineaCInet verified CIMD Notifiea
ClverifiedCInot verified CIMD Notifiea
ClveisiedClnet verified CIMD Notified
ClveriiedCInot verified CIMD Notified
OlveririedCINot Verified [IMD Notified

Source: Contact:

Provider Appointment Date:

Form Completed By

Printed Name Signature Date

* D26 13 DP9 03 BPNXN*®
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Chronic Care
Diabetes Mellitus Initial Visit

CC

)
7

CORRECT CARE
. B OLUTIONS
Patient Name Inmate Number Booking Number Date of Birth Today’s Date
SUBJECTIVE: Revisw chart for other medical problems ALLERGIES:
Current Problems:
Type of Diabetes (Circle one): 1 2 Onset of Disease Last Dilated Fundus Examination:
Current medication(s)
Circle all that apply:
Adherent to medication Adherent to diet Drug/Alcohol abuse Recent weight changes Chest Pain
Shortness of Breath (exercise / rest) Excessive Thirst Frequent Urination at night Vision difficulties/ Prior Laser Treatment
Cardio/Pulm Difficulties Kidney Trouble Slow Healing sores on legs or feet Loss of sensation in feet
Other:
Frequency of finger-stick glucose: Typical results: A1C:
OBJECTIVE:Vital signs: P R BP Wit Blood Sugar
DIRECTED PHYSICAL EXAM WNL | ABN DIRECTED PHYSICAL EXAM WNL | ABN
SKIN EXTREMITIES
HEENT FEET (sensory exam & skin integrity)
HEART PULSES (dorsal pedalis & posterior tibialis)
LUNGS OTHER

Physical Exam Abnormalities:

ASSESSMENT:
1. DIABETES MELLITUS (Circle one): Type 1 Type 2 Type 2 oninsulin
Degree of Control (Circle one):  Good Fair Poor

Additional Diagnoses:

INTERVENTIONS AND PLAN Use Treatment Plan Form CCS-CC10 for initial treatment plan

Medication changes:

Monitoring; BS x day / x week / x month

Education: O nutrition Oweight management Odiet O disease process smoking cessationOexercise Osymptom management

Comments and Immediate Needs:

Follow-up appointment in: Provider Signature: Date

® 2007 Correct Care Solutions, LLC
CCS-CC02 revised 05.04.2012
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Comprehensive Diabetes Foot Examination Form

Adapted from the National Diabetes Education Program’s
Foot Screening Form

CCS

CORRECT CARE
OLUTIONS

Patient Name Inmate Number

Booking Number

Date of Birth Today’s Date

Age at Onset: Diabetes Type 01 02

Current Treatment: 0O Diet O Oral O Insulin

I. Medical History

(Check all that apply.)

O Peripheral Neuropathy O Retinopathy

0 Cardiovascular Disease 0O Peripheral Vascular Disease
0O Nephropathy

Il. Current History
1. Any change in the foot or feet since the last evalualtion?
0O Yes O No

2. Current ulcer or history of a foot ulcer?
O Yes O No

lll. Foot Exam
1. Pedal Pulses
(Filt in the blanks with a “P” or an "A” to indicate present or

absent.)
Posterior tibial: Dorsalis pedis:
Left Left
Right - Right

2. Skin Condition (Measure, draw in and label the patient’s skin
condiltion using the kegnd foot diagram to the right.)

C = Callus W = Warmth
F = Fissure U = Ulcer
D = Dryness

R = Redness
S = Swelling
M = Maceration PU = Pre-ulcerative lesion

IV. Sensory Foot Exam

Label sensory level with a “+” in the five circled areas
of the foot if the patient can feel the 5.07 Semmes-
Weinstein (10-gram) nylon filament and “-” if the
patient cannot feel the filament.

NOTES NOTES
) ez a’ [
S S®
® o~ 3
Right Foot Left Foot

V. Risk Categorization (Check appropriate item.)
Low-Risk Patient
All of the following:
O Intact protective sensation
O No prior foot ulcer
O No severe deformity

0 No severe deformity
0 Pedal pulses present
[0 No amputation

High-Risk Patient
One or more of the following:
O Loss of protective sensation
O Absent pedal pulses
O Severe foot deformity
O History of foot ulcer

VI. Footwear Assessment VII.

1. Does the patient wear appropriate shoes? 1.
0 Yes O No

2. Does the patient need inserts/orthotics? 2.
O Yes O No

Education

Has the patient had prior foot care education?

0O Yes O No

Can the patient demonstrate appropriate self-care?
O Yes O No

VIl. Management Plan (Check all that apply.)
O Provide patient education for preventive foot care

Date: Provider Signature:

© 2007 Correct Care Solutions, LLC

* D 26 16 DP 286 43P NXN=%




CHRONIC CARE A CCS
GERD Follow-Up Visit CORRECT CARE
N §O0LUTIONGE
Patient Name Patient Number Booking Number Date of Birth Today'’s Date
SUBJECTIVE: Review chart for other medical problems Allergies:
Current Problems:
Current Medication:
Treated for H. pylori? YES NO Adherent to diet/commissary? YES NO
Time since last recurrence? Greater than 3 months Less than 3 months
Severity of GERD? 0 1 2 3 4 Diet changes? 0(NO) 1(YES)
Symptoms when lyingdown? 0 1 2 3 4 Bloating or gassy feeling? 0 (NO) 1 (YES)
Symptoms when standingup? 0 1 2 3 4 Difficulty swallowing? 01 2 3 4
Symptoms after meals? 6 1 2 3 4 Pain with swallowing? 0 1 2 3 4
Symptoms wake fromsleep? 0 1 2 3 4 TOTAL:

Total <14 indicates mild GERD; Total >13 indicates Moderate to Severe GERD
Answer Key (unless otherwise stated):
0= NONE 1= NOTICEABLE/NOT BOTHERSOME 2= BOTHERSOME EVERY DAY 3=AFFECT ADLs 4= INCAPACITATING

Interpretation:

OBJECTIVE: Vital signs: P R BP Wt
Lab Results:
Diagnostic Results:

DIRECTED PHYSICAL EXAM WNL | ABN DIRECTED PHYSICAL EXAM WNL | ABN
SKIN ABDOMEN
HEENT EXTREMITIES
HEART NEURO
LUNGS OTHER:
Physical Exam Abnormalities:
ASSESSMENT: 1.

Degree of control (circle): Good  Fair  Poor Clinical Status (circle). Same Improved Worse

COMMENTS:

INTERVENTIONS AND PLAN: Use Treatment Plan Form CCS-CC10 for initial treatment plan

Medication changes:
Diagnostics:

Monitoring:

Education: Onutrition Oweight management Cdiet Cdisease process Osmoking cessation Cexercise I symptom management

Comments and Immediate Needs:

Follow-up appointment in: Provider Signature

*D 1409 9DP41512PNXN=*
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CHRONIC CARE
GERD Initial Visit

Patient Name Patient Number Booking Number Date of Birth Today’s Date
SUBJECTIVE: Review chart for other medical problems Allergies
Adherent to diet/commissary? YES NO
Current Problems:
Current Medication:
Severity of GERD? 0 1 2 3 4 Diet changes? 0 (NO) 1 (YES)
Symptoms when lyingdown? 0 1 2 3 4 Bloating or gassy feeling? 0 (NO) 1 (YES)
Symptoms when standingup? 0 1 2 3 4 Difficulty swallowing? 0 1 2 3 4
Symptoms after meals? 0 1 2 3 4 Pain with swallowing? 01 2 3 4
Symptoms wake fromsleep? 0 1 2 3 4 TOTAL:

Total <14 indicates mild GERD; Total >13 indicates Moderate to Severe GERD
Answer Key (unless otherwise stated):
0=NONE 1=NOTICEABLE/NOT BOTHERSOME 2= BOTHERSOME EVERY DAY 3=AFFECT ADLs 4= INCAPACITATING

Interpretation:

OBJECTIVE: Vital signs: P R BP Wit
Lab Results:
Diagnostic Results:
DIRECTED PHYSICAL EXAM WNL | ABN DIRECTED PHYSICAL EXAM WNL | ABN
SKIN ABDOMEN
HEENT EXTREMITIES
HEART NEURO
LUNGS OTHER:
Physical Exam Abnormalities:
ASSESSMENT:
1.
Degree of control (circle): Good  Fair  Poor

COMMENTS:

INTERVENTIONS AND PLAN: Use Treatment Plan Form CCS-CC10 for initial treatment plan

Medication changes:

Diagnostics:

Monitoring:

Education: Onutrition Oweight management Odiet Cldisease process CIsmoking cessation Dexercise O symptom management

Comments and Immediate Needs:

Follow-up appointment in:

Provider Signature

© 2010 Correct Care Solutions, LLC
CCS8-CC12 08.01.2012ew
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CHRONIC CARE

HIV/AIDS Initial Visit A CCS

CORRECT CARE
BOLUTIONS

Patient Name Inmate Number Booking Number Date of Birth Today's Date

SUBJECTIVE:  Review chart for other medical problems ALLERGIES:

Current problems:
Initial Year of Diagnosis Result of initial PPD Result of initial CXR

Medication at entry:

Adherent to medical recommendations? Yes No  If not, comment:

Past Medical History/Review of Systems:

Physician: Last Visit Pharmacy
Last CD4 Count / Date Last Viral Load / Date
Opportunistic Infections (Circle):

Candidiasis CMV Cryptococcus Histoplasmosis Herpes Simplex MAC TB PCP Toxoplasmosis
Other: If (+), list dates:
Circle all that apply:

Headache Visual disturbances Cough Dysphagia/Odynophagia Dyspnea
Night sweats Fever Weight loss Fatigue Dermatitis
Diarrhea Chronic Vaginitis Memory problems Neurological changes Paresthesias
Difficulty concentrating
Details:
OBJECTIVE:Vital signs: P R BP Wt Temp
DIRECTED PHYSICAL EXAM WNL | ABN DIRECTED PHYSICAL EXAM WNL | ABN
SKIN LUNGS
HEENT EXTREMITIES / FEET
HEART OTHER:

Physical Exam Abnormalities:

_——eeeeeeeeeeeeeeeeeeeeeeeeee————————eeee—————
ASSESSMENT

1. Circle which apply: HIV AIDS Degree of control (circle): Good  Fair  Poor
2.

Additional Diaghoses:

INTERVENTIONS AND PLAN Use Treatment Plan Form CCS-CCI0 for initial treatment plan

Medication changes:
Diagnostics: OCBCOHIV antibodyODiagnostic Panel 2 / 30Chest x-rayd0CD4 [OViral loadO0Pap smear

Education: O nutrition Clweight management Odiet O disease processO smoking cessationCexercise Csymptom management

Comments and Immediate Needs:

Follow-up appointment in: Provider Signature: Date

© 2007 Correct Care Solutions, LLC
CCS8-CCO3revised 09.19.2011
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CHRONIC CARE

Hypertension Initial Visit A CCS

) goLUTIO
Patient Name Inmate Number Booking Number Date of Birth Today's Date

SUBJECTIVE:  Review chart for other medical problems ALLERGIES:
Current Problems:
Current Medication:
Initial Year of Diagnosis History of: (circle) Ml when? ____ CVAwhen? Renal Disease Dialysis
Risk Factors: (Circle all that apply)

Smoking __ packs/day IDDM / DM Alcoholism ___years Drug Abuse

Obesity Ibs Hyperlipidemia ___ Family History of Heart Disease, Who?
Current symptoms (circle all that apply):

Headaches Chest Pain Shortness of Breath Syncope Orthopnea Paroxysmal Nocturnal

Dyspnea Edema Palpitations Pacemaker Stent/CABG Date:
OBJECTIVE: Vital signs: P R BP Wt

Labs results: Total Cholesterol: LDL HDL Trig
Diagnostic Results:
DIRECTED PHYSICAL EXAM WNL | ABN DIRECTED PHYSICAL EXAM WNL | ABN

SKIN ABDOMEN
HEENT EXTREMITIES
HEART NEURO
LUNGS OTHER:

Physical Exam Abnormalities:

| ASSESSMENT:
1. HYPERTENSION (Circle one): Stage 1 (2140/90)  Stage 2 (2160/100)  Stage 3 (2180/110)

Degree of control (circle): Good  Fair  Poor
2. Cardiovascular Disease (describe)

Degree of control (circle): Good  Fair  Poor
Additional Diagnoses

INTERVENTIONS AND PLAN Use Treatment Plan Form CCS-CC10 for initial treatment plan
Medication changes:

Diagnostics: OEKG OOther
Monitoring: BP: x day / week / month

Education:O0 nutrition Oweight management Odiet O disease processd smoking cessationOexercise Csymptom management
Comments and Immediate Needs:

Follow-up appointment in: Provider Signature: Date

2007 Correct Care Solutions

, LLC
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CHRONIC CARE

Initial Visit for A C c S
Multiple Medical Problems CORRECT CARE
' Page 1 of 5 B8OLUTIONGSB
Patient Name Inmate Number Booking Number Date of Birth Today's Date
SUBJECTIVE: Review chart for other medical problems ALLERGIES:
Current problems:
COASTHMA / COPD
Onset of Disease: Smoking History:
Date of last exacerbation: Frequency of exacerbation: per
Aggravating Factors (circle all that apply):
Seasonal Changes Pollen Dust Smog Cigarette Smoke Exercise
Pets Other
Prior asthma hospitalization? Yes No Date:
Endotracheal intubation required? Yes No If yes, approx date:
Typical peak flow: Date of last spirometry (if known):
Chronic cough? Yes No Productive cough? Yes No N/A
Medications (including Nebs):. Name/ Dosage/ Frequency
Adherent to meds? Yes No If no, then give reason:
Steroids used to treat? Yes No Unknown Name/ dosage / when:
ODIABETES
Type of Diabetes (Circle one): 1 Onset of Disease
Date of last Urinalysis and results (if known): Last Dilated Fundus Examination:
Current medication(s)
Circle all that apply:
Adherent to medicatlon / diet Drug/Alcohol abuse Frequent infections Recent welght changes Chest Pain

Shortness of Breath (exercise / rest)

Slow Healing sores on legs or feet

Other:

Excesslve Thirst

Neuropathy

Frequent Urination at night Vision difficulties / known retinopathy

Kidney Trouble Smoking

Frequency of finger-stick glucose:

Typical results: A1C:

© 2007 Correct Care Solutions, LLC
CCS-CC08  revised 0504 2012
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CHRONIC CARE

Initial Visit for c c S

Multiple Medical Problems co R A ECT c A R E
' Page 2 of 5 BOLUT
Patient Name Inmate Number Booking Number Date of Birth Today's Date
OHIv
Initial Year of Diagnosis ___ Result of initial PPD Result of initial CXR

Medication at entry:

Adherent to medical recommendations? Yes No  If not, comment:

Past Medical History/Review of Systems:

Physician: Last Visit Pharmacy
Last CD4 Count / Date Last Viral Load / Date
HIV (con’t)

Opportunistic Infections (Circle):
Candidiasis CMV Cryptococcus Histoplasmosis Herpes Simplex MAC TB PCP Toxoplasmosis

Other: If (+), list dates:

Circle all that apply:
Headache Visual disturbances Cough Dysphagia/Odynophagia Dyspnea
Night sweats Fever Weight loss Fatigue Dermatitis
Diarrhea Chronic Vaginitis Memory problems Neurological changes Paresthesias
Difficulty concentrating
Details:

OHTN/CAD Dx:

Current Medication:

Initial Year of Diagnosis
Adherent to meds / diet? Yes No If no, then give reason:

History of: (circle) Miwhen? _ CVA when? Renal Disease Dialysis
Risk Factors: (Circle all that apply)
Smoking __ packs/day x years Alcoholism ___years  Drug Abuse
Obesity IDDM / DM Hyperlipidemia Family History of Heart Disease, Who?
Current symptoms (circle all that apply):
Headaches Chest Pain Shortness of Breath Syncope Orthopnea Paroxysmal Nocturnal Dyspnea

Edema Palpitations Pacemaker Stent/CABG Date:

2007 Correct Care Solutions,

© , LLC
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CHRONIC CARE

Initial Visit for A Ccs

Multiple Medical Problems CORRECT CARE
’ Page 3 of § BOLUTIONSE
Patient Name Inmate Number Booking Number Date of Birth Today's Date

OSEIZURE DISORDER

Seizure etiology (circle): Drugs Alcohol Trauma  Other

Seizure Type (circle). Generalized Partial Complex Other

Last Seizure Frequency of Seizures Physician

Medication at entry: adherent? Yes No
Initial Year of Diagnosis __ Last dose of medication

Medical side effects (circle):

Ataxia Tremors  Sedation Impaired cognition Other:

Last Head CT/ MRI Last EEG Results:

COOHEALTH MAINTENANCE

Last flu shot Last pneumovax Last colonoscopy N/A Last Digital Rectal Exam

Last Pap smear N/A  Last Mammogram N/A  Completed Hep A / Hep B shot series Yes No N/A

OOTHER

Chronic Care Condition:

Current Problems:

OTHER (con’t
Onset of Disease: Smoking History:

Current Medication:

© 2007 Correct Care Solutions, LLC
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CHRONIC CARE

Initial Visit for C c s

Multiple Medical Problems H REC T C A R E

' Page 4 of 5 LuT

Patient Name Inmate Number Booking Number Date of Birth Today's Date
OBJECTIVE.:Vital signs: P R BP Wit BMI
Peak Flow (asthma) 0,Sat (COPD) _____ Blood Sugar
Lab/ Diagnostic Results:

DIRECTED PHYSICAL | WNL | ABN | poxe | DIRECTED PHYSICAL EXAM | WNL | ABN | powe

SKIN/ EXTREMITIES ABDOMEN
HEENT/NECK GU/RECTAL
HEART NEURO
LUNGS OTHER:

Physical Exam Abnormalities:

ASSESSMENT (Check all that apply): refer to CCS Definitions of Disease Control and Clinical Status

OASTHMA (Circle):Mild intermittent Mild Persistent Moderate Persistent Severe Persistent
Degree of control (circle): Good Fair  Poor
OcoPD
Degree of control (circle): Good  Fair Poor
ODIABETES MELLITUS (Circle one): Type 1 Type 2 Type 2 on insulin
Degree of Control (Circle one):  Good Fair Poor
OHIV / AIDS
Degree of control (circle): Good  Fair Poor
OHTN/ CAD

HYPERTENSION (Circle one): Stage 1 (2140/90)  Stage 2 (2160/100)  Stage 3 (2180/110)
Degree of control (circle): Good  Fair  Poor
Cardiovascular Disease (describe)

Degree of control (circle): Good  Fair  Poor
OSEIZURE DISORDER - Secondary to:
Degree of control (circle): Good  Fair  Poor
OOTHER (describe)
Degree of control (circle): Good  Fair  Poor

© 2007 Correct Care Solutions, LLC
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CHRONIC CARE

Initial Visit for c c S

Multiple Medical Problems R A ECT C A R E
' Page 5 of § LuT
Patient Name Inmate Number Booking Number Date of Birth Today's Date

INTERVENTIONS AND PLAN Use Treatment Plan Form CCS-CC10 for initial treatment plan

Medication changes:

Diagnostics: O Chestx-ray [0 EKG [ Fasting Lipid Profile 0 CD4 O Viral load O Diagnostic Panel 1/3 OPap Smear

Drug levels:
Monitoring: Fingerstick Glucose x day / x week / x month
BP: x day / week / month

Education:  Odiet/nutrition Omedication Odisease process Osmoking cessation Oexercise Osymptom management
Restrictions: O Bottom bunk ordered

O Bottom bunk with seizure precautions
(lower level, no working with power tools or at heights, no driving) ordered

0O Activity Restrictions (specify):

Comments and Immediate Needs:

Measurable Treatment Goal (with timeframe):

Other Orders:

Follow-up appointment in: Provider Signature: Date:

© 2007 Correct Care Solutions, LLC
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CHRONIC CARE

Periodic Exam or Follow-Up Visit A CCS

CORRECT CARE
§OLUTIONS

, (This is a two page pathway) L

Patient Name Inmate Number Booking Number Date of Birth Today's Date !
List Chronic Diseases:
O Asthma/COPD 0O TB Chemoprophylaxis [ CAD/CHF 0O Diabetes O HIV O Hypertension O Seizures
O Other: O Other:
Attached pharmacy profile or list current medications:
SUBJECTIVE: (Any problems since last visit — include pertinent negatives) ALLERGIES:
Asthma: # attacks in last month? Seizure disorder: # seizures since last visit?
# short acting beta agonist canisters in last month? Diabetes mellitus: # of hypoglycemic reactions since last visit?
# times awakening with asthma symptoms per week? Weight loss/gain: 0 0 # Ibs
CV/hypertension (Y/N): [ Chest Pain 00 soB O Palpitations O Ankle Edema
HIV/HCV: ONausea/vomiting OAbdominal pain/swelling ODiarrhea O Rashes/lesions
For all diseases, since last visit, describe new symptoms:
Patient adherence: with medications? OY ON with diet?0Y ON with exercise? OY ON
Vital signs: Temp BP Pulse Resp Wi PEFR INR
Labs: Hgb A1C HIV VL CcD4 Total Chol LDL HDL, Trig
Range of fingerstick glucose/BP monitoring:
PE:
DIRECTED PHYSICAL WNL | ABN L DIRECTED PHYSICAL EXAM WNL ABN BeiE
SKIN/ EXTREMITIES ABDOMEN
HEENT/NECK GU/RECTAL
HEART NEURO
LUNGS OTHER:
Physical Exam Abnormalities:
Degree of Control Clinical Status
Assessment: G F P NA |1 S W NA
1. oo oo O oo g
2 oo oo o oo o
3, ODOO0OO (000 o
4 oo a g Oo0Ooo

© 2007 Correct Care Solutions, LLC
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CHRONIC CARE

Periodic Exam or Follow-Up Visit A Ccs

, (This is a two page pathway) E%HL“ ECTT. %A,?Es
2
Patient Name Inmate Number Booking Number Date of Birth Today's Date
Plan:
Medication changes:
Diagnostics:
Labs:
Monitoring: BP x day/week/month  Glucose x day/week/month  Peak flow: Other:

Education provided: O Nutrition ~ OExercise O Smoking
Measurable Treatment Goal (with timeframe):

O Test results O Medication management [ Other:

Referral (list type): Specialist:

#days tonextvisit? 090 O60 O30 O Other

Chronic care program:

OFollow Up Appointment:

Discharged from CCC:[name]

Provider Signature;

Date:

@ 2007 Correct Care Solutions, LLC
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Practitioner Order Set for

Initial Chronic Care Visit CCS

CORRECT CARE
§OLUTIONE

Patient Name Inmate Number Booking Number Date of Birth Today’s Date

**TO BE USED BY THE HCP FOR INITIAL HCP VISIT OF EACH INCARCERATION ONLY**

Physician: Allergies:

Date & Time of Initiation: Another brand of drug identical in form may be dispensed
unless checked: O

PLEASE CLEARLY INDICATE THE ORDER SET(S) TO BE USED AND ADJUST ORDER SETS AS
NECESSARY TO AVOID DUPLICATIVE ORDERS.

[ ] | ASTHMA/COPD

Peak flow

Offer Influenza vaccine 0.5cc IM (if exam occurs during flu season and patient has not already been
vaccinated)

. DIABETES

Continue finger-stick blood glucose checks alternating BID / QDay / Twice Weekly / Qweek

Offer Influenza vaccine 0.5cc IM (if exam occurs during flu season and patient has not already been
vaccinated)

Weigh patient and document

[ HTN/ CAD

Continue blood pressure checks QDay / Twice Weekly / Qweek / Biweekly / QMonth X Days

Obtain baseline EKG

Weigh patient and document

J HIV

Obtain CD4, Viral Load, and Diagnostic Panel Il|

Offer Influenza vaccine 0.5¢cc IM (if exam occurs during flu season and patient has not already been
vaccinated)

Obtain baseline Pap Smear on all females age 21-64 (unless recent Pap Smear documented from outside
provider or from recent previous incarceration)

Weigh patient and document

1 HYPERLIPIDEMIA

Obtain Diagnostic Panel |

Weigh patient and document

[ | SEIZURES

Initiate the following restrictions: bottom bunk, lower level, no working with power tools, no working at heights,

no driving X 90 days.

1] OTHER ORDERS (INCLUDING MEDICATIONS)

Follow-up 30 days / 60 days / 90 days

Follow-up 6 months / 12 months (for stable hyperlipidemia only)

* b 27 7 0 382 6 6 P NXN=*
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Prenatal Record A CCS

CORHECT CARE

; g 0L
Patient Name Patient Number Booking Number Date of Birth Today's Date
Age Email
Address Emergency Contact
Phone Relationship
(Home) (Work)
Father of Baby Phone
G P Insurance Info
EDC DETERMINATION QUICK CHECKLIST
Date Gest. Age | EDC INITIAL EXAM AFP
LMP (Sure? ) INITIAL LABS OBTAINED GCT______
INITIAL EXAM TUBAL GBS
FHR DOPPLER PN REC to L&D
ULTRASOUND 30 Weeks 38 Weeks 40 Weeks
REPEAT U/S Breast Bottle CIRC yes or no
CONSENSUS EDC
PROBLEM LIST | wmebicAaTons |
1 DATE | MEDICATION DOSE
2
3
4
5 ALLERGIES:
PREVIOUS PREGNANCIES
DATE | GEST. | DEL LENGTH | OBSTETRIC INFANT INFANT [ COMPLICATIONS
(Mo/Yr) | AGE TYPE LABOR COMPLICATIONS WEIGHT
SvD/ (hrs)
CS

PATIENT EDUCATION CHECKLIST

|

1st TRIMESTER Date/Comments | 2nd TRIMESTER | Date/Comments | 3rd TRIMESTER | Date/Comments

Vitamins/lron Common Common
Symptoms Symptoms

Common Symptoms Signs of Prem. Signs of Labor
Labor

Nutrition/Wt. Gain Prenatal Classes Analgesia/

Anesthesia

Work/Exercise Breast/Bottle L&D Procedures

Sexuality/Family Quickening Episiotomy

Issues

Signs of Miscarriage Circumcision Work/Exercise

Tobacco/EtOH/Drugs C/S Possibility Sexuality

Safe OTC Meds Contraception / Contraception
Tubal

Hyperemesis Tubal Paperwork Well Child Care

Toxo(Cats/Raw Meat)

Newborn Car Seat

Transport Issues

© 2010 Correct Care Solutions, LLC
11.01.2012
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Prenatal Record A Ccs

CORRECT CARE
, SOLUTIONS

Patient Name Patient Number Booking Number Date of Birth Today’s Date
INTITAL LABS 15 - 18 WK LABS OTHER LABS
DATE RESULT DATE RESULT DATE RESULT
Hgb/Hct AFP- NDT Risk GTT-Fasting
Blood Type AFP-Downs 1 hour
Rh Factor 24 - 28 WK Labs 2 hour
Antibody Scrn Hgb/Hct
Rubella GCT (<140)
RPR Rhogam?
HBsAg 36 WK LABS (if indicated) ULTRASOUND
SC Trait GBS
HIV GC/ Chlam
PAP CBC
GC/Chlam RPR
UA- Urine Cx
O Resca eet after es eview date
SUBJECTIVE OBJECTIVE
F
e ul|lu F
C t r r u R G
r N a i i n e | M
a a I n n d t{D|P___
m u e | e a u
H B p s S M P | r|l
e | i e w o P| G 0 n | n | COMMENTS
a e n al e v w r | C s H i
d e a/ V | e e o u E| e i e V|t
a d P 0 | m i t c|d r t i i
E c i a m i e o] e o] e v i o] Fl|ls|a
G h n i i n n h i s | m | o] h|H]|]i|l
DATE A e g n t a t t BP n e a X n t R|t]|s

© 2010 Correct Care Solutions, LLC
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Prenatal Record

ACCS

CORRECT CARE
SOLUTIONS

Patient Name

Patient Number Booking Number

Date of Birth Today's Date

INITIAL PHYSICAL EXAM

Date + = Positive/Abnormal 0 = Negative/Normal Leave blank if not examined
Pre- Preg. Breasts Uterus (Size__Wks)
Weight

Current Weight Abdomen Adenexa

Height Extremities Diagonal Conj.

BP Neuro Mid Pelvis

HEENT Skin Pubic Arch
Neck/Thyroid Ext. Genetalia Bituberous

Lungs Vagina Pelvic Type

Heart Cervix SVD Prognosis
Comments/Other:

+ = Positive/Abnormal

PAST MEDICAL HISTORY
0 = Negative/Normal

Leave blank if not examined

Diabetes STD's/HIV Exposure THIS PREGNANCY
Hypertension Hx. Abnormal PAP Headache
Migraines Gyn. Surgery Nausea/Vomiting
Epilepsy Anemia Vag. Discharge
Thyroid Disease Hx. Transfusions Vag. Bleeding

Lung Disease/Asthma Psych Problems Abd. pain/Cramps
Heart Disease Tobacco Use Urinary Symptoms

Kidney Disease

EtOH Use

Meds Taken (OTC/Rx)

Liver Disease

Street Drug Use

Comments/Other:

+ = Positive/Abnormal

0 = Negative/Normal

FAMILY HISTORY/GENETIC SCREENING

|.eave blank if not examined

Age > 35 Epilepsy Twins

Hypertension Hemophelia Neural Tube Defects
Heart Disease Sickle Cell Down's/M.R.

Cancer Tay Sachs Disease Prior Congen. Abnormality
Diabetes Other Inherited Disorders Prior Stillbirth
Comments/Other:

© 2010 Correct Care Solutions, LLC
11.01.2012
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Prenatal Record

ACCS

RHECT CARE
LuT

Patient Name

Patient Number Booking Number

Date of Birth Today's Date

RISK STRATIFICATION

AT RISK FACTORS: [ ]1Isoimmunization (ABO, etc.) [ 1 Congenital/chromosomal abnorm.
[ JAge<150r>35 [ 1Hemorrhage with previous [ 1 Hemoglobinopathies
[ ] < 8th grade education delivery [ }Isoimmunization (Rh)
[ ] Cardiac disease (Class | or Il) [ ] Previous preeclampsia [ 1Alcohol or drug abuse
[ ]Active tuberculosis [ 1No family support [ ] Habitual abortions
[ 1 Chronic pulmonary disease [ 12nd pregnancy within 12 mos. | [ ] Incomplete cervix
[ ] Thrombophlebitis [ 1Smoking [ 1 Prior fetal or neonatal death
[ 1 Endocrinopathy [ ] Prior neuro. damaged infant
[ ] Epilepsy (on medication) [ 1 Significant social problems
[ ]infertility (treated) HIGH RISK FACTORS:
[ ]2 previous abortions [ 1Age > 39 SUMMARY:
[ 1> 6 deliveries [ 1Diabetes [ 1No risk factors
[ ] Previous preterm or SGA baby [ 1 Hypertension [ 1At risk
[ 1Previous baby > 4,000 gms [ ] Cardiac Disease (class lll or [ 1At high risk
Iv)
[ ] Chronic Renal Disease

© 2010 Correct Care Solutions, LLC
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CHRONIC CARE
Seizure Disorder Initial Visit

Patient Name Inmate Number Booking Number Date of Birth Today's Date
SUBJECTIVE: Review chart for other medical problems
Current problems:
Seizure etiology (circle). Alcohol or Drug Withdrawal Post Traumatic Other:
Seizure Type (circle): Generalized Partial Complex Other:
Last Seizure Frequency of Seizures Physician
Medication at entry: adherent? Yes No
Initial Year of Diagnosis
Medical side effects (circle):
Ataxia Tremors  Sedation Impaired cognition Other:
Last Head CT Last MRI Last EEG Results:
OBJECTIVE: Vital signs: P R BP Wit
Lab Results:
DIRECTED PHYSICAL EXAM WNL | ABN DIRECTED PHYSICAL EXAM WNL | ABN
SKIN EXTREMITIES
HEENT FEET (sensory exam & skin integrity)
HEART PULSES (dorsal pedalis & posterior tibialis)
LUNGS OTHER

Physical Exam Abnormalities:

ASSESSMENT:
1. Seizure Disorder — Secondary to:

Degree of control (circle): Good  Fair  Poor
2

Additional Diagnoses

INTERVENTIONS AND PLAN Use Treatment Plan Form CCS-CC10 for initial treatment plan

Medication changes:

Bottom Bunk Ordered O
Education: O nutrition O weight management O diet O disease process [ smoking cessation O exercise O

Comments and Immediate Needs:

symptom management

Follow-up appointment in: Provider Signature:

© 2007 Correct C
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Treatment Plan A Ccs

Patient Name Inmate Number Booking Number Date of Birth Today's Date

O Initial Treatment Plan O Addendum to existing Treatment Plan

Medical condition to be addressed:

Diagnostic Needs:

Treatment Goals

Intervention: Goal:

Service Modality (Nurse, Social Worker, Etc) and Process:

Anticipated Date for Goal attainment:

Educational Service Modality (Nurse, Social Worker, Etc) and Process:

Interventions

Anticipated Date for goal attainment:

Review Date for Treatment Plan

OFollow Up Appointment;

Provider Signature Date

® 2009 Correct Care Solutions, LLC
CCS-CC10 Rev 11-03-2011
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